The Tessier classification is the current standard for identifying and reporting rare craniofacial clefts. This numerically based system describes 16 different primary clefts, with additional possible combinations that can significantly raise the total number of potentially describable clefts. Problems with this system include a complexity that requires most surgeons to consult a diagram to describe the location of a cleft. In addition, the Tessier classification can include conditions that may not actually involve a true cleft such as frontonasal dysplasia, Treacher Collins syndrome, and craniofacial microsomia. A surgically based classification is proposed that includes only true clefts (eliminating hyperplasias, hypoplasias, and aplasias) and classifies these rare anomalies into 1 of 4 types based on anatomic regions: midline, median, orbital, and lateral. This simplified classification for craniofacial clefts, which is based on a different surgical paradigm appropriate to each regional location, enables surgeons to describe an observed cleft in such a way that others can easily visualize the location and have a starting point for formulating treatment decisions.
C raniofacial clefts are rare phenomena. Although previous classifications for these unusual clefts had been described, Tessier's landmark publication of a numeric system for differentiating between the variously located clefts has been described as bringing ''order out of chaos.'' 1Y4 Subsequent to Tessier's publication, this anatomically based classification system quickly became adopted and is almost universally used today by craniofacial surgeons. The Tessier classification assigns a unique number to each craniofacial cleft, depending on its precise anatomic location (Fig 1) . This system relies on the creation of a horizontal axis running through the center of both orbits, with clefts below this line assigned one number, and clefts above this line, another. The vertical facial clefts (becoming more oblique as they occur lateral to the midline) include numbers 0Y14, 1Y13, 2Y12, 3Y11, 4Y10, and 5Y9. The lateral facial clefts, assigned the numbers, 6, 7, and 8. Tessier has made a number of observations about these rare craniofacial clefts based on his considerable experience. For example, facial clefts falling medial to the infraorbital foramen are more likely to present with overlying soft tissue deficiencies, and those falling lateral to the infraorbital nerve are more likely to have significant bony clefting (although others have questioned this relationship). 5 Tessier has also observed that clefts affecting the bony skeleton did not necessarily imply the absence of principal neurovascular structures and that clefts of the soft tissues and bone do not always coincide. It has been subsequently noted that rare facial clefts may occur in a discontinuous line, so that their combined numbers do not always add up to 14, as this anatomic numeric system might suggest. 6 The Tessier classification has also been criticized for not taking embryological development into account, yet most craniofacial clefts do not occur along lines that correspond to the fusion planes for the various facial processes. 7, 8 The Tessier classification is comprehensive and exceedingly descriptive, but is not without short comings. Even among experienced craniofacial surgeons, few are able to immediately classify craniofacial clefts or conjure up a visualization of a cleft when given a descriptive number, without first consulting Tessier's frequently reproduced facial diagram. There are also a number of birth anomalies that may not include an actual physical cleft, which nevertheless fall under the aegis of this classification system. The question arises: is it appropriate to include hyperplasias (such as frontonasal dysplasia), hypoplasias (such as Treacher Collins), and aplasias (such as in hemifacial microsomia) within a craniofacial clefting classification? Furthermore, is it necessary to differentiate between clefts arising in such minutely spaced anatomic proximity (sometimes less than a tooth-width apart), and more importantly, does the surgical correction appropriate for each of these rare clefts differ sufficiently to require a classification that describes 16 different single clefts that may occur in multiple combinations? Perhaps the Tessier classification, upon which craniofacial surgeons have relied thus far, has brought a little too much ''order out of chaos.'' METHODS T he author would like to propose a regional craniofacial cleft classification, which is based on surgical planning. This surgical classification only includes true clefts and subdivides each cleft into 1 of 4 main types (Fig 2) , as follows:
Type I: midline facial clefts (formerly 0Y14 and 30); Type II: paramedian facial clefts (formerly 1Y13 and 2Y12); Type III: orbital facial clefts (formerly 3Y11, 4Y10, and 5Y9); and Type IV: lateral facial clefts (formerly 6, 7, and 8).
The midline facial clefts symmetrically divide the face and may affect the forehead, midface and maxilla, central upper lip, or the lower lip and mandible. The paramedian facial clefts arise off the midline of the face, but remain medial to the orbit, and may arise anywhere from the frontal bone, down through the nose into the upper lip. The orbital facial clefts may extend anywhere through the orbit and may course into the frontal bone and down through the upper lip. Finally, the lateral facial clefts include those clefts running through the oral commissure and also may include any bony clefts occurring lateral to the orbit. Each of these cleft types may also involve hypoplasias or hyperplasias occurring in adjacent anatomic areas, but the classification of the cleft is based on the region containing the actual cleft. Each of the aforementioned cleft types may be further subclassified as frontal, maxillary, or mandibular, if necessary.
DISCUSSION R
are craniofacial clefts arise infrequently and may occur unilaterally, bilaterally, and just about anywhere on the face. Tessier's numerical classification system is exceeding precise in its description of exactly where anatomically on the face a cleft may lie. Unfortunately, this extremely descriptive system requires most surgeons to consult a diagram before labeling a cleft. From a surgical perspective, this minute differentiation is overdescriptive in terms of surgical planning. Operative approaches to craniofacial clefts are more regionally based and do not necessarily differ from one numerically based cleft to another. For example, the midline facial clefts typically rely on telorbitism corrections, median clefts entail unilateral nasal (and lacrimal) repair techniques, and orbital clefts require eyelid flap procedures to achieve adequate globe coverage. All clefts extending through the lips, including the lateral clefts, require techniques borrowed from cleft lip and palate corrections, and when clefts involve the underlying bone, they are usually grafted secondarily. Using a surgically based system, rare craniofacial clefts can be easily classified according to their location within a regional anatomic area, which is much more germane to surgical planning. In conclusion, this simplified classification system enables surgeons to describe an observed cleft in such a way that others can easily visualize the location and recognize that a basic treatment paradigm, applicable to each specific cleft type, exists as a starting point for formulating treatment decisions.
